Conclusion
Increasing age, use of PPI or H2 antagonists and being female are associated with a reduction of gastric volume and elevation of pH. In these patients the severity of pneumonitis may be reduced should aspiration occur. Obesity, bowel preparation and peptic disease do not influence gastric pH or volume in fasting patients. 20 % of fasting patients, who are not using PPI or H2 antagonists, are at risk of severe pneumonitis should aspiration occur.
Optically Derived Cardiac Output

Campbell, Duncan (Duncan Campbell, BEECROFT, NSW)
The aim of this research project was to demonstrate the feasibility of an accurate non-invasive method for continuously measuring Cardiac Output with reliability, ease of use, and the ability to use such a system for all anaesthetised patients. The method uses the equation in which Cardiac Output is the product of Mean Arterial Pressure and Compliance divided by the Time Constant. This was first published by Professor Otto Frank in 1899 but its utilisation has only become available with current technology which allows measurements by optical methods. Using myself with an infrared finger sensor and the PICO system to convert the analogue signal into a digital form, pulse waves proportional to intra-arterial pressure waves were displayed on a computer screen. Non-invasive blood pressure values were used to scale and calibrate the printed out optical trace to allow the measurement of the Time Constant of the arterial system. The Compliance of the arterial system was determined from the pulse wave delay between ear and toe optical sensors, again using the PICO system with measurement on the computer print-out. Cardiac Output was then obtained by using the equation previously given. Multiple test results showed this to be an effective safe method for deriving Cardiac Output with the conclusion that programmed computer equipment could certainly use this system to provide a continuous display of Cardiac Output, Systemic Vascular Resistance, and many other cardiovascular parameters. This is an economical method as no costly disposables are used.
adjusted to 3mg/kg total body weight) either with or without adrenaline (1:400,000), pre-incision. Venous blood was collected at 10, 20, 30, 40, 50, 60, 90, 120, 150 and 180 minutes post-block. Total and free concentrations of ropivacaine were measured using gas chromatograph-mass spectrometry.
Results:
Mean (SD, range) peak total venous plasma concentrations were 2.11 (0.31, 1.74-2.49) and 1.83 (0.15, 1.68-2.33) mcg/ml in the plain and with-adrenaline groups respectively. Mean (SD) peak free concentrations were 0.12 (0.025) and 0.092 (0.017) mcg/ml respectively. Peaks generally occurred later (50 min) with adrenaline than without (40 min).
Conclusions:
Peak plasma concentrations after TAP blocks using plain ropivacaine 0.2% (3mg/kg) are lower than when the same mass/ kg is used at higher concentrations1, and are unlikely to result in significant toxicity. The addition of adrenaline (1:400,000) reduced the mean peak total concentration by 13% but this is unlikely to be of substantial clinical benefit when ropivacaine 0.2% is used. Esmolol, an ultra-short acting cardio selective ß1-adrenergic receptor antagonist, when used intraoperatively can provide haemodynamic stability but may also have anaesthetic and opioid sparing properties. The purpose of this systematic review and meta-analysis was to assess the effect of esmolol on the key components of the anaesthetic regimen. An electronic search using OVID, MEDLINE and EMBASE (1980 -2012) using esmolol, perioperative, opioid, volatile and nausea as key words identified 180 trials and 15 met inclusion criteria with seven compared to placebo and eight compared to opioid infusions in predominantly laparoscopic surgery. Esmolol infusion rates varied from 5 to 300mcg kg-1 min-1 Esmolol compared with placebo reduced induction propofol dose by 0.48mg kg-1 (95% CI -0.57, -0.38), desflurane equivalent by 1.47% (95% CI -2.13, -0.92) and intraoperative opioid (fentanyl equivalent) by 46.7mcg (95% CI -90.3, -3.1). Esmolol also reduced the risk of PONV by 63% OR 0.37 (95% CI 0.16, 0.83), postoperative morphine use by 8.7mg (95% CI -18.2, +0.98), requirement for pain rescue by 62%, OR 0.33 (95% CI, 0.17, 0.66) with pain scores marginally lower -0.82 (95% CI -1.5, -0.1). Discharge from the post anaesthetic care unit (PACU) is reduced by 16.6 minutes (95% CI -31.7, -1.5). When esmolol was compared with opioid infusions (remifentanil, fentanyl and alfentanil) desflurane requirement increased by 0.62% (95% CI 0.27, 1.08) however the risk of PONV was reduced by 68% OR, 0.32 (95% CI 0.13, 0.85). Postoperative morphine use was decreased by 4.6mg (95% CI -9.9, 0.78) but there was no difference in pain scores or discharge times. Adverse events included bradycardia (3%) and hypotension 1% in the esmolol group. In summary perioperative esmolol infusion can safely reduce propofol induction dose, volatile agent requirement and opioid consumption with significant benefits to patients. 
Vasopressor Responses in Human
Background:
Vasopressor drugs are commonly used in anaesthesia to treat systemic hypotension and maintain organ perfusion. However their administration can induce regional vasoconstriction in specialised vascular beds such as the pulmonary circulation. This has clinical implications, particularly in the management of patients with ARDS, pulmonary hypertension and right heart failure. The aim of this study was to investigate and compare the effects of clinicallyused vasopressor agents on pulmonary and radial artery vascular tone.
Methods:
A human isolated pulmonary and radial artery preparation, involving rings of artery mounted on wires connected to a force transducer in an organ bath, was used to study the contractile response of each vasopressor agent. Concentration-response curves to noradrenaline, phenylephrine, metaraminol and vasopressin were performed.
Results:
The sympathomimetic drugs noradrenaline, phenylephrine and metaraminol caused concentration-dependent vasoconstriction in the radial artery (pEC50 6.99 ± 0.06, 6.18 ± 0.11 and 5.79 ± 0.15, respectively, n=4) and pulmonary artery (pEC50 6.88 ± 0.11, 5.94 ± 0.05 and 5.40 ± 0.31, respectively, n=4). Vasopressin was the most potent vasoconstrictor of the radial artery (pEC50 9.38 ± 0.25, n=4), however, in the pulmonary artery it had no significant vasoconstrictive or vasodilatory effect.
Conclusions:
Sympathomimetics exhibit systemic and pulmonary vasoconstrictive effects, which in the lung may enhance hypoxic pulmonary vasoconstriction, but potentially impair right ventricular function. Pulmonary vasoconstriction is not evident with vasopressin, suggesting its suitability for patients with pulmonary hypertension and right heart failure. 
Analgesia Related Outcomes After Oesophagectomy
Aim:
To assess the impact of postoperative analgesia on outcomes of 31 patients undergoing oesophago-gastrectomies in a metropolitan private hospital.
Method:
This retrospective audit compared a historical control group (thoracic epidural of low dose local anaesthetic & fentanyl 2ug/ ml infusion, n=9) with a study group (paravertebral and bilateral preperitoneal ropivicaine 2% infusions with rescue analgesia of PCEA, n=22).
Primary endpoints assessed for the first 5 postoperative days were need for inotropes, mean pain scores, episodes of respiratory rate <10, unrousable sedation score and the need for reintubation.
Secondary endpoints were time to mobilisation, days in ICU, need for reoperation, length of hospital stay, in hospital and 30 day mortality.
Results:
Demographics were similar in both groups. The need for inotropic support was greater in the control group (67% cf 27%).
There was no difference in mean pain scores. There were twice as many episodes of resp rate ≤ 10 in the Study group (13% v 22%). One patient in the study group had the PCEA temporarily withdrawn and the dose reduce due to excessive sedation in the early post op period.
The re-intubation rate was twice as high in the control (infusion) group (22 cf 10 %).
The length of hospitalization was the same in both groups (22 days), however, when an extreme outlier of 143 days is removed from the study group, the average length of stay in that group falls to 16 days.
The overall 30 day and in hospital mortality rate was 1 in 31 or 3%. This patient (control) died in hospital on day 24 from multisystem failure.
Conclusion:
The small numbers and retrospective data collection makes drawing conclusions difficult. However it appears that 3 site paravertebral and preperitoneal infusions with PCEA pethidine provides at least as good analgesia related outcomes with a lower need for inotropes as the current gold standard. Further study is warranted.
Exercise Testing Predicts Survival After Major Surgery
Colson, Mark (C4PBHV, VIC); Baglin, James (RMIT, VIC); Bolsin, Steve (Barwon Health, VIC); Grocott, Michael (SUHT, VIC)
Aim:
Cardiopulmonary Exercise Testing (CPET) is used to assess perioperative risk in surgical patients. Whilst previous studies have looked at short-term outcomes, this paper explores the ability of CPET to predict five-year survival after major surgery.
Methods:
Over the fourteen-year period 1996 -2009, 1,725 patients referred for CPET subsequently underwent major surgery. Breathby-breath data derived during each patient's CPET was processed using customised software to extract variables likely to impact on survival. Initial analysis examined the predictive power of single variables. Subsequently, Bayesian Model Averaging (BMA) was used to construct a multivariate model defining the association between CPET data and five-year survival.
Results:
616 (36%) of the study patients have died. Single variables were not significantly associated with five-year postoperative survival. BMA indicated the major predictors of five-year survival were: patient gender; surgical type, and forced vital capacity. Four variables derived at the patient's anaerobic threshold were weaker predictors. These were: end-tidal oxygen concentration; respiratory exchange ratio; oxygen consumption per unit body weight, and oxygen consumption per heartbeat. The resulting model was then used to divide patients into low, medium, or high risk categories. Five-year survival for each category was: 87.8%; 75.8%, and 53.8% respectively. Survival was independent of patient age.
Conclusions:
Multivariate analysis and model generation techniques can be applied to CPET data to predict five-year survival after major surgery more accurately than is possible with single variable analysis 
Nitrous Oxide Induced PONV is Related to Duration of Exposure
Background:
Nitrous oxide (N2O) has been identified as a contributor to postoperative nausea or vomiting (PONV) in many previous studies and meta-analyses. However, there is significant heterogeneity in the findings among these studies. A possible unexplored cause of this is the influence of duration of exposure to N2O on the incidence of PONV.
Methods:
We examined data from all available randomized controlled studies that were included in the most recent meta-analysis of the effect of N2O on PONV. All studies in adults were included that reported the rate of PONV within the first 24 postoperative hours and the duration of anaesthesia or surgery. An inverse variance weighted regression relationship was derived and confidence limits for this best fit were calculated.
Results:
27 studies involving 6,267 patients were included. The effect of duration on the odds ratio (OR) of PONV was highly significant (OR slope = +0.16 per hour, p < 0.01). The OR did not reach 1.15 until approximately 60 minutes of exposure to N2O. The position of the confidence intervals for the regression curve indicated that the effect of N2O on PONV risk was not statistically significant until 100 minutes of exposure.
Conclusions:
Less than one hour of N2O anaesthesia is not associated with a clinically or statistically significant increase in the risk on PONV. Traditional explanations for N2O induced PONV, such as middle ear gas diffusion or opioid receptor activity do not explain this. Alternative pathways for N2O induced PONV should be considered. 
Plasma Ropivacaine Binding is Concentration-Dependent at Clinically Relevant Levels
Aim.
Unbound plasma ropivacaine concentration, believed responsible for systemic effects1, is commonly stated to be 5-6% of total plasma concentration2 3. It is less widely recognised that plasma binding of local anaesthetics is concentration-dependent1. We sought to better characterise the concentration dependence of plasma ropivacaine binding.
Method.
Venous blood was collected from ten (6 male) healthy adult volunteers and immediately centrifuged. Within an atmosphere containing 6% CO2 to maintain physiological pH, 500μL aliquots of plasma had ropivacaine added to obtain nominal total concentrations of 0.5, 1.0, 1.5, 2.0, 2.5, 3.0, 5.0, 7.5, 10, 50 and 100μg/ml, and were incubated on a rotor at 37oC for 30 minutes. Total and free concentrations of ropivacaine were measured using gas chromatograph-mass spectrometry.
Results.
Mean measured total ropivacaine concentrations at each level were within 1% of nominal with an acceptable coefficient of variation (<7%). Mean unbound fractions at each plasma level were, respectively, 3.8%, 4.7%, 5.2%, 5.5%, 7.3%, 10%, 13%, 25%, 38%, 52% and 87%.
Conclusions.
Plasma binding of ropivacaine begins to saturate at levels commonly seen with techniques such as transversus abdominis plane blocks4 and this has important implications for toxicity. As total concentration doubles from 1.5 to 3.0μg/ml the unbound concentration quadruples and rises even more precipitously after that.
Ethics:
X13 To date, most estimates of the incidence of postoperative complications (POC) are based on data from tertiary teaching hospitals, which is not directly applicable to our regional hospital. We therefore conducted a prospective audit in our Post-Anaesthesia Care Unit (PACU) to establish a baseline estimate of the incidence of POC for future quality assurance projects.
Methods:
After the institutional ethic committee approval, we included all patients undergoing elective and emergent procedures during a 4-week period. The PACU nursing staff completed the standardized form with predefined complications. Data on postoperative nausea and vomiting (PONV), pain, significant cardiovascular and respiratory complications were collected and analyzed, and common complications were then examined in more detail with respect to their relationship to the length of stay (LOS) in PACU. Descriptive statistics were used.
Results:
The results from a total of 269 patients indicated that 12.7% of these patients experienced moderate to severe pain, followed by PONV (6.0%), cardiovascular (2.2%) and respiratory complications (0.8%).
When comparing Group-A (LOS for more than one hour) to Group-B (LOS for one hour or less), it was noted that there was a higher proportion of patients in Group-A that experienced pain (55.0% vs 24.5%) and PONV (25.5% vs 4.0%). Group-A patients also tended to suffer more intense pain (severe pain, 15.0% vs 2.4%) and PONV (severe PONV, 8.5% vs 0)
Conclusions:
The LOS in PACU appears to be positively related to the incidence and intensity of pain and PONV. A crisis situation may present itself at any time and optimal management is essential to achieving the best outcome. The first step in management is to correctly identify that a crisis is occurring or that factors are present which may deteriorate into a crisis situation. A team approach to crisis management based on a series of well understood, pre-determined steps directed at the diagnosis and treatment of existing problems as well as the prevention of future ones is crucial. Part of the difficulty in crisis management is for the individual to remember the correct steps to take when placed in a stressful situation whilst also ensuring that the team is aligned with the overall plan. The anaesthesia crisis management website and mobile app was created with the goal of providing a readily available, easily updatable, standardised pathway based on the best evidence. The digital checklist can be opened on any web browser, iOS or Android based mobile device provided it has been pre-installed. The checklist steps presented are based on those available from 'Project Check' (http://www.projectcheck.org/crisis.html) and adapted to our tertiary institution. A website version of the mobile app can be viewed at http://www.anaesthesiachecklist.com/ 
"Still waiting in pain" A Review of Referral Quality and the Use of the Proforma
Introduction:
The wait for pain management is associated with morbidity.1 Poor quality referrals contribute to the wait.2 We evaluated our pain service waiting lists in 2010, introduced a standardised referral proforma and education to primary care givers, and now reevaluate the process to assess the changes attained.
Methods:
The referrals awaiting triage at the Pain Management Unit, Geelong Hospital in June 2012 were reviewed. Data was collected by one individual and the process verified by another. Demographic data was recorded. Adequacy of information provided regarding presenting complaint(PC), past medical history(PMH), medications and substance abuse was scored on a predetermined scale (0=none, 1=inadequate, 2=adequate). Use of the proforma was noted and the quality of referral compared.
Results:
252 referrals were reviewed. 75% had adequate PC, 53% had adequate PMH and 19% had adequate substance history. Use of the proforma improved documentation of substance use (50% vs 11%).
Conclusion:
Overall, the standard referral quality was not improved compared to 3 years ago. Use of proformas was not widely adopted, however referrals using proformas provided a significant improvement in quality of information available for the triage process. The applicability of proformas to outcome of chronic pain patients still needs further investigation but this study is promising in improving resource utilisation for pain services. In the surgical population, acute postoperative pain is very common during hospital and shortly after discharge1,2.
Prevalence of Acute Pain after Discharge from the Primary Hospital: Survey at a Regional Hospital
Aims:
To establish a baseline estimate for incidence of acute pain and moderate-to-severe pain after discharge from our hospital; to investigate whether the incidence of post-discharge pain (PDP) is related to gender and/or age; to evaluate patients' perception about postoperative pain.
Methods:
Following institutional ethic committee approval, we included all patients undergoing elective and emergent general, orthopedic and plastic procedures during a nominated week. Exclusion criteria were: patient's refusal, incompetent in information exchanging, and prolonged postoperative hospital stay of > 7 days. On postoperative day 5-7, a telephone survey was conducted with a list of predefined questions. Descriptive statistics is used.
Results:
We included a total of 106 patients, amongst them, 8 patients were excluded and 22 were lost in contact. We, thus, collected and analyzed the data from 76 eligible patients.
The incidence of PDP is 84%, about 36% of these patients experienced moderate-to-severe pain.
A higher incidence of PDP occurred in the elderly (>65 years) (93% vs 82%) and male patients (90% vs 78%) when compared to their counterparts.
Preoperatively, 23 patients (30%) thought pain was the most important concern for surgery, however, only a quarter of these patients wanted more information about pain, for which, a face-toface discussion with a staff member was preferred.
Conclusions:
Based on our limited data, we conclude that PDP is a prevalent but often-neglected analgesic challenge, which should attract more attention in future studies.
Anaesthesia for Paediatric Radiotherapy. Providing a Service within an Adult Hospital. An Audit of Anaesthetic Complications and Difficulties.
McDonald, Jane (Westmead Hospital, NSW); Downey, Greg (Westmead Hospital); Ahern, Verity (Westmead Hospital)
Westmead Hospital is an adult tertiary referral hospital co-located with the Children's Hospital at Westmead, and provides radiotherapy for oncology patients from both sites. Approximately 20% of the paediatric patients require anaesthesia for their treatment. There are many logistical difficulties for patients, anaesthetic and nursing staff involved in servicing a paediatric population within an adult hospital. The service also places extra demands on the radiotherapy department in order to minimize the impact on their normal schedule for adult patients.
A retrospective audit from 2007 to 2012 was performed to review the number, age and ASA status of patients requiring general anaesthesia; the type of malignancies treated, requirements for radiotherapy positioning, anaesthetic approach, monitoring, and anaesthetic complications. Also noted were any difficulties with organization and staffing. Patients were treated on both an inpatient and outpatient basis, many requiring up to 32 consecutive episodes of anaesthesia.
It was significant that the anaesthetist was located outside the room from the patient during treatment, which provided particular issues for monitoring. The allocation of appropriately trained staff presented organisational challenges. The patients often required treatment with moulded face masks, prone or placed inside Perspex boxes. The remote location of the Radiotherapy Department within the hospital was also an issue. A 26 year old primiparous patient presented at a district hospital at 33+6 weeks with overt cardiac failure. She had no antecedent cardiac history. She was transferred to Westmead Hospital, a large tertiary referral centre, for multi-disciplinary specialist management. She was morbidly obese, had hyperthyroidism, gestational insulin dependent Diabetes Mellitus and a background of heavy smoking and previous metamphetamine abuse.
Anaesthetic Management of a
A decision was made to deliver the baby by caesarean section at 36+1 weeks for maternal reasons. Her heart failure was worsening, classified as NYHA IV. On echocardiogram her ejection fraction (EF) was 21% and there was pulmonary hypertension.
The initial anaesthetic plan included insertion of an arterial line for monitoring and central venous access to provide inotropic support if required. A combined spinal epidural was also planned, but attempts to insert this failed and a decision was made to proceed to general anaesthesia, which had the advantage that the Transoesophageal Echocardiogram (TOE) probe could be inserted.
Following induction she became haemodynamically unstable and the TOE showed an EF of <10% with severe mitral regurgitation. The anaesthetic management was difficult and she required inotropic support. She was transferred to the Intensive Care Unit (ICU) ventilated.
She was treated with levosimendan in ICU and was able to be weaned off inotropic support and extubated day one post-partum.
She discharged herself from hospital on day 5 by which time she was symptomatically much better.
Highlighted in this case is the need for a multi-disciplinary team in caring for these patients, and optimisation of medical management prior to delivery. 
Association Between Body Mass Index and Major InHospital Post-Operative Adverse Outcomes Following Primary Hip and Knee Replacement Surgeries
Introduction:
With the increasing prevalence of obesity in Australia there is an over-representation of obese patients presenting to healthcare services with osteoarthritis eventually requiring hip or knee replacements. The aim of this study is to define the relationship between BMI categories and the rate of major in-hospital complications following primary hip and knee replacements over a 5 year period, at Prince Charles Hospital, Brisbane, a highly regarded orthopaedic joint replacement centre in Queensland.
Methods:
This single-centre retrospective case-series analysis included total hip replacement (THR) and total knee replacement(TKR) procedures performed at The Prince Charles Hospital, Brisbane between 2006-2010 inclusive; non-elective or revision cases were excluded. Registered nurses measured BMI during pre-admission clinics, and classified according to established guidelines. Trained medical officers, including a staff anaesthetist, audited patient medical records for surgical, anaesthetic and post-operative outcomes/complications prior to discharge. The rate of defined inhospital adverse events was determined for comparison across BMI classification.
Results& Conclusions:
A total of 643 THR and 1,309 TKR procedures were included for analysis. The results of this analysis will be included in the final abstract.
Death and Multi-organ Failure from Methanol Poisoning
Jolayemi, Adebayo TE (Goulburn Base Hospital, Goulburn, NSW)
Introduction:
We present two fishing enthusiasts who presented in ED with visual impairment and hypothermia. Clinical Presentation: Case 1. A 41-year old alcoholic and diabetic BSL (13.5 mmol/L) was brought unconscious to the ED. He was hypothermic (330C), hypotensive, (pH 6.8), (K+-6.5 mmol/L) and a GCS of 3. He was intubated and had fluid resuscitation, invasive lines, 10% CaCl2 (10 ml), glucose-insulin infusion and 100 ml of NaHCo3. Chest X Ray confirmed aspiration pneumonitis.
Case 2. Is a 41-year old male who presented to ED with drowsiness and vomiting confirmed to be due to wool spirit both friends drank while fishing. He is a known ethanol and Marijuana user with a history of attempted-suicide that resulted in traumatic brain injury and nephrectomy. Initial management included NaHCO3 and alcohol via NGT. He was acidotic (pH 7.12), inotropic support was commenced due to severe hypotension (60/49 mm Hg). Both patients were airlifted to tertiary center where Case 1 died, and Case 2 ended with blindness despite dialysis.
Discussion:
Methanol is widely used as an industrial solvent. Toxicity primarily occurs from ingestion, inhalation or topically. It has a twostage dehydrogenation to formaldehyde and formic acid (which is responsible for the majority of the toxicity). Ethanol or fomepizole is needed to change the elimination to a first order kinetics.
Conclusion:
Methanol poisoning remains lethal. High index of suspicion is indicated to limit the complications.
References:
Gee P, Martin E (2012) Toxic Cocktail in a Tourist to Indonesia.
Emergency Medicine Australasia; 451-453. 
Aims
Evaluate the effectiveness of a high risk obstetric anaesthetic clinic.
Methods
A retrospective audit of medical records was conducted for parturients that attended a high risk obstetric anaesthetic clinic (HRAC) of a tertiary Sydney hospital. Data collected included patient demographics and health status; source and reason for referral; proposed and eventual anaesthetic management; proposed and eventual mode of delivery, and maternal and neonatal outcomes. The primary outcome measured was the proportion of patients whose anaesthetic plans were not adhered to.
Results
Over a period of 3 years from 2005-2008, 193 parturients were identified and met the inclusion criteria. Of the 193 anaesthetic plans, 30 (16%) plans were not adhered to. Sixteen were due to clinic factors: clinic recommendations not adopted (11) and incomplete, misfiled and/or missing clinic notes (5). Eight were due to anaesthetic factors: delay in attending patients in labour (3), inability to site regional anaesthesia (3) and attending consultant anaesthetic preference (2) . Three were due to obstetric factors: unanticipated rapid deliveries (2) and delay in recognising active labour (1) . Two were due to patient refusal to adopt clinic recommendations and one because of an absence of previous medical records.
Conclusions
Overall there is good compliance with recommendations made at the HRAC. This audit identifies reasons why recommendations are not adopted, and suggests areas of potential improvement to ensure high risk obstetric patients receive consistent high quality care. 
Poor Correlation Between Meta-Analyses And Susequent Large Randomised Controlled Trials In Anaesthetic Literature
Aims:
To compare findings of meta-analyses with findings of subsequent large randomized controlled trials (RCTs), with the premise that the large RCT is considered the gold standard for answering a clinical question.
Methods:
Using Medline, large RCTs in anaesthetic literature (>500 subjects, published since 2000) were compared with previous metaanalyses on the same topic, with particular focus as to whether each study found a significant or non-significant result (at the conventional level of statistical significance, p<0.05) to the given clinical question.
Results:
15 large RCTs and 17 meta-analyses addressing the same clinical questions were identified, encompassing many important clinical topics in anaesthesia. For a total of 40 primary and secondary outcomes, 24 of 40 outcomes (60%) were predicted correctly by the meta-analysis, with agreement between the meta-analyses and RCTs being only "poor" (kappa=0.200; -0.017-0.417) (McNemar's test p value = 0.0012). The positive predictive value of metaanalyses was 25%; the negative predictive value was 95%.
Conclusions:
The outcomes of the 15 large RCTs were predicted correctly on 60% of occasions by the preceding meta-analysis. There was a strong tendency towards positive findings in meta-analyses which were not substantiated by subsequent large RCTs, which may in part be influenced by publication bias in the literature. This finding might influence the weighting of meta-analyses in clinical decision making.
Pre-Hospital Paramedic Rapid Sequence Intubation (RSI) Survey
Newman, Bruce (St Vincent's Hospital, Melbourne, Melbourne, VIC)
Background
International and local literature is questioning the benefits and efficacy of both paramedic and physician pre-hospital intubation. There is currently and historically consideration of introducing rapid sequence intubation (RSI) procedures in to Ambulance Tasmania (AT) paramedic practice.
This survey was performed to determine, evaluate and compare the attitudes and perceptions of key stake-holders toward paramedic performed pre-hospital RSI in southern Tasmania.
Methods
Written survey of acute care specialists (emergency, intensive care and anaesthesia) at the Royal Hobart Hospital, Tasmania. Survey aspects included attitudes and perceptions of paramedic intubation in various scenarios in addition to issues relating to RSI education, training and skills. Results 60 specialists were sent surveys with a 78% (47) return rate. Two thirds of respondents were from anaesthesia.
In the same clinical scenarios acute care specialists were 1.5-2.0 times more likely to consider intubation (by themselves) than support paramedics to undertake RSI.
Acute care specialists (particularly emergency physicians) currently lack confidence in supporting paramedic RSI in a range of circumstances. Non-RSI (no paralysis or no sedatives) prehospital intubation is still considered by many acute care specialists as a valid approach for paramedics.
55% of acute care specialists felt that less than 20 RSI procedures was adequate experience for independent clinical practice.
90% felt that >5 intubations per year was necessary to maintain currency
Conclusions
Acute care specialists currently lack confidence in supporting paramedics to undertake RSI procedures and have concerns about training, education and ongoing skill and knowledge maintenance. 
